in the roof of the vagina. The patient thought a pessaryhrad-been placed there over twenty-four years ago. All ordinary efforts to remove the calculus with gynacological instruments failed so I was forced to use some heavy tools from my motor car (boiled of course). With the help of these I broke up the calculus and removed the pessary-piece-meal. One wing had entered the bladder and the other the rectum. The operation was a severe one but the patient ultimately did quite well. I rang up Dr. Box on October 2, 1916, to inquire about the case and he informed me that the lady was still alive and well (now aged 80), and that both the fistule had eventually closed.
and relaxation. Pain was intense, and palpation of the abdomen was' scarcely tolerated. The fcetal head could be felt at the pelvic brim, but no other foetal' parts could be distinguished,'nor could the heartsounds be heard. On examination per vaginam the cervix was found one-third dilated,' the membranes were intact, and the head was very firmly engaged' in the third vertex position. There was no trace of haemorrhage.
Having made a diagnosis of internal haemorrhage I decided to empty the uterus at once, as the woman's condition was becoming progressively more serious. Caesarean section was considered, but as the cervix was partially dilated, and did not seem to be unduly rigid, delivery per vias naturales was thought to be the more favourable method.
The patient was transferred to the theatre, where intravenous saline infusion was begun. Under ether anaesthesia the cervix was manually dilated with ease, and the foetus, 5 lb. in weight, was delivered with a cranioclast.' During the dilatation of the cervix the membranes were ruptured, and, on displacement of the head, the pulseless cord was prolapsed by a forcible gush of amniotic fluid untinged with blood. When dilatation was nearly completed blood escaped from the uterus for the first time. As soon as the head was extracted the placenta, which was completely detached, presented, and was delivered with the body. This was followed by the discharge of a large quantity of blood, mostly recently clotted. The amount was estimated at 3 pints. A hot intra-uterine douche was given, and pituitrin was injected. The uterus retracted perfectly, and subsequently there was only a negligible amount of haemorrhage. Urine, obtained by catheterization, contained a trace of albumin, but no casts were detected in the centrifugalized deposit. The placenta was normal in every respect: there were no areas of infarction.
The patient was back in bed in twenty-five minutes. Saline infusion, which had been given intravenously to the extent of 2pints was continued subcutane6usly. She was suffering from severe shock and collapse, but during the next three hours her condition materially improved. Half an hour later, however, she became uncontrollably restless, complained of paiga in her abdomen, and died rather suddenly.
At the autopsy the peritoneal cavity was found to contain 24 oz. of recently shed blood, the source of which was evidently the uterus. The uterus was preserved for further investigation. All other organs were anemic, but apparently free from disease.
The specimen consists of the uterus with a small part of the vagina attached. On its anterior surface are a number of lacerations, some of which are mere fissures of the serous coat, whilst others penetrate more deeply into the uterine muscle. The right half of the posterior wall has been removed to show the placental site, which occupies a position on the anterior wall corresponding with the situation of the superficial tears on its exterior. A deep furrow runs vertically across the placental site. Numerous subserous hfemorrhages can be seen, while in the line of section patches of hoemorrharic infiltration can be detected.
McNair: Concealed Accidental IHImorrhage
Microscopical-sections show areas of interstitial haomorrhage, separating apparently healthy muscle fibres. No excess of elastic tissue is demonstrable, nor is there an unusual amount of white connective tissue.
Superficial laceration of the uterus has been described in a number of cases. Braxton Hicks [2] , reading a paper before the Obstetrical Society of London in 1861, mentioned several recorded instances of this complication of concealed accidental hmorrhage, and gave particulars of a case which had occurred in the Guy's Maternity Charity. In his case, however, no blood had escaped into the peritoneal' cavity. Recently the condition was reviewed by M. Fraipont [3] , who described a case in many respects similar to the subject of this communication. He laid stress upon the association of peritoneal tears with the condition which Couvelaire had designated as " apoplexe ut6roplacentaire." Shannon [4] , Clifford [1] , and Fletcher Shaw [5] have published notes on similar cases. The last-named found areas of extravasated blood in four out of five uteri, which had been removed for concealed hemorrhage. In no instance have I found reference to an internal tear such as can be seen running across the site of placental attachment in my specimen. These lacerations may logically be assumed to result fromn sudden over-distension of the uterus. I can bring forward no additional evidence as to the causation of this catastrophe, a question which has been the source of much controversy. Whitridge Williams [6] has dealt with the subject of premature separation of the placenta in uteri extensively infiltrated with blood. He gives details of searching histological investigation of two uteri, and appends a full bibliography of the whole subject.
